Proceedings of the Royal Society of Medicine 8 have described acute pellagra (McConnell, R. B., and Cheetham, H. D. (1952) Lancet, ii, 959) and confusional psychosis with residual organic cerebral impairment (Hunter, R. A. (1952) Lancet, ii, 960) following isoniazid treatment.
The President: The rate of progress of untreated lupus is determined by native and acquired resistance. Supposing that the cause, the tubercle bacillus, is even partially disposed of by chemotherapy, there is, I believe, no evidence that natural resistance is thereby lessened or any reason for supposing that it cannot continue to exert an effect even beyond the time of development of drug resistance. I feel strongly opposed to thle view that because the disappearance of lupus from sight does not necessarily mean that it is permanently cured, therefore the new remedies are hardly worth trying. At the same time, I have always held to the view that local treatment remains an essential part of treatment. The Treloar Hospital, Alton, has been equipped with Finsen and carbon arc lamps for many years; both here and at the Finsen Institute itself it has been admitted that until the advent of the new remedies, much widespread lupus could not be brought under control.
Mrs. I. H., aged 57.
History.-Six years ago the patient had to cease playing the clarinet owing to increasing thickness of her lips and fingers. For the past five years she has suffered from fatigue and has become aware of her changed facial appearance. Three years ago she first noticed increasing breathlessness on exertion and during the last three months this has been severe and has been associated with swelling of the ankles. Two years ago her voice became husky. She has recently developed indigestion and flatulence and has had occasional attacks of diarrhoea.
On examination.-There is marked coarsening of the features, but no prognathism. The complexion is ruddy and the eyelids, lips and skin of the chin are thickened. The tongue is grossly enlarged and its movements are restricted. On palpation it has a rubbery consistency. The surface is normal. There are numerous purpuric spots on the chin and also on the buccal mucosa. The hands are broad and there is a doughy thickening of the skin on the medial and lateral aspects of the fingers. This infiltrated area is light brown in colour and semitranslucent. There are a number of ecchymoses on the surface. The feet show similar but less severe changes. There is bilateral chemosis and on the lateral aspect of the bulbar conjunctiva of the left eye there is a translucent nodule. (This lesion has been biopsied.) The heart is enlarged. The jugular vein is distended up to the angle of the jaw. There is cedema of the sacrum and ankles and crepitations at both lung bases. Blood pressure 200/130. The liver edge is palpable 1 in. below the costal margin. There is thickening of both ulnar nerves.
Urine: Albuminuria + +. Epithelial cells. Repeated examination showed no Bence-Jones protein.
Investigations.-Skiagrams of the skeleton (including pituitary fossa) showed no evidence of bone disease. Skiagram of the chest showed an increased transverse diameter of the heart with congestion of the lungs. Electrocardiogram: a low voltage curve with ventricular extrasystoles. Blood examinatipn showed no abnormality. Serum proteins 5 4, albumin 3 1, globulin 2 3 %. B.M.R. + 10 %. Plasma cholesterol 182 mg. %.
Histology.-(I) Skin from side offinger: The connective tissue of the dermis is largely replaced by a coarsely fibrillary material. In this material there are numerous clefts, some looking like artefacts, others, being lined by nuclei, resemble vascular spaces but the presence of intermediate forms indicates that they are all of the same origin. Scattered among the masses of fibrillary material are deposits of fibrin.
The staining reactions of the fibrillary material are as follows: Eosin, Congo red intravitally, positive.
V.an Gieson, Weigert's Elastic, Congo red in fixed tissues, negative.
Methyl violet, no metachromasia. Reticulin, negative.
(2) Nodule from conjunctiva.-The biopsy shows similar changes to those in the skin. The appearances suggest that the "amyloid" material is an altered form of collagen rather than the deposition of any new substance. Morphologically it is unlike the material seen in true amyloidosis.
Comment.-Primary systematized amyloidosis may be distinguished from the more common form of secondary amyloidosis by the following features:
(1) It is not associated with chronic suppuration, granulomatous disease or rheumatoid arthritis.
(2) Metachromatic staining of the material is variable.
(3) The distribution of the amyloid is distinctive, with widespread involvement of muscle and small blood vessels. Particular features are macroglossia, gastro-intestinal and cutaneous infiltration and heart failure.
Our patient was admitted with severe hypertensive cardiac failure but in view of the changes in the electrocardiogram it is possible that amyloid infiltration of the cardiac muscle was a contributory cause. Despite improvement in her cardiac condition, gross albuminuria persists suggesting similar involvement of the renal vessels.
The patient closely resembles the case reported by Wells, G. C. (1952, Brit. J. Derm., 64, 169) . His patient also showed an abnormal serum beta globulin and an increase in plasma cells of the bonemarrow, without any evidence of bone destruction. Wells discusses the significance of these findings and suggests that this plasmocytosis is more likely to be a reactive phenomenon than a malignant myeloma. There is experimental evidence of a relationship between the production of antibodies and the number of plasma cells and this plasmocytosis of the bone-marrow, combined with an abnormal circulating globulin suggest that primary amyloidosis should be classified with the disorders of immunity.
My thanks are due to Dr. H. K. Goadby for permission to show this case.
Borst-Jadassohn Intra-epidermal Epithelioma.-H. HABER, M.D., and R. H. SEVILLE, M.D., M.R.C.P. S. S., male, aged 39. For the past two years this patient has had a slowly growing brown coloured papillomatous tumour on his left temple (Fig. 1 ). Clinically the lesion was like a seborrheic wart, but biopsy was undertaken because it was fleshy and had a firm edge. 
